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Initial Comments

Complaint Investigation: 2282996/IL145893
Compilaint Investigation: 2283236/IL146211

Final Observations

Statement of Licensure Violations

300.610a)
300.1210b)
300.1210d)1

Section 300.610 Resident Care Policies

a) The facility shall have written policies and
procedures governing all services provided by the
facility. The written policies and procedures shall
be formulated by a Resident Care Policy
Committee consisting of at least the
administrator, the advisory physician or the
medical advisory committee, and representatives
of nursing and other services in the facility. The
policies shall comply with the Act and this Part.
The written policies shall be followed in operating
the facility and shall be reviewed at least annually
by this committee, documented by written, signed
and dated minutes of the meeting.

Section 300.1210 General Requirements for
Nursing and Personal Care

b) The facility shall provide the necessary care
and services to attain or maintain the highest
practicable physical, mental, and psychological
well-being of the resident, in accordance with
each resident's comprehensive resident care
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plan. Adequate and properly supervised nursing
care and personal care shall be provided to each
resident to meet the total nursing and personal
care needs of the resident.

d) Pursuant to subsection (a), general
nursing care shall include, at a minimum, the
following and shall be practiced on a 24-hour,
seven-day-a-week basis:

1) Medications, including oral, rectal,
hypodermic, intfravenous and intramuscular, shall
be properly administered.

These Requirements were NOT MET as
evidenced by:

Based on interview and record review, the facility
failed to ensure that residents' medications are
administered as ordered by the physician. This
failure affected two residents (R2 and R3) out of
three residents reviewed for quality of care and
administration of prescribed medications. In
addition to other medications of R2 that were
missed, R2's psychotropic medication
(Quetiapine) was also missed. As a result, R2's
aggressive behavior escalated and R2 physically
attacked another resident (R1). R1 sustained a
blunt head trauma, fractured nose, and eyebrow
laceration and was sent to the hospital.

According to R2's physician progress notes dated
2/28/22 at 8:52 PM written by V29(Nurse
Practitioner), both R2's Valproic Acid and
Quetiapine are supposed to help manage R2's
behavior problems.

On 5/3/22 at 12:15 PM, V1i(Administrator)
presented R2's MAR (Medication Administration
Records) and POS (Physician Order Sheets)
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